Thachanun Porntharukchareon 1,2 , Sarin Khahakaew 2,3 , Thitiwat Sriprasart 2 , Leilani Paitoonpong 2 , Thiti Snabboon 2, 4 An 85-year-old man presented with a 4 kg weight loss and anorexia for 3 months. He had no history of tuberculosis or other major illness. Physical examination revealed no fever or hyperpigmentation. In addition, chest X-ray was normal. A computed tomography scan of the abdomen revealed bilateral adrenal masses: a 2.0×2.9 cm mass in the right adrenal gland and 3.7×4.3 cm mass in the left adrenal gland ( Figure 1 ). Serologic testing for HIV was negative. The morning serum cortisol level was 5.4 μg/dL, followed by an abnormal response to 250 μg adrenocorticotropic hormone stimulation test (peak serum cortisol, 17 μg/dL). The patient was diagnosed with primary adrenal insufficiency, which was confirmed by an elevated adrenocorticotropic hormone level. Computed tomography-guided fine-needle aspiration cytology of the adrenal lesion revealed features of Histoplasma spp. (Figure 2 ). Thereafter, liposomal amphotericin B (180 mg daily) for 2 weeks was administered, followed by oral itraconazole (400 mg daily) for 1 year. A followup computed tomography scan after 6 months of treatment showed a slight decrease in the size of the adrenal masses. However, the adrenal function had not recovered. Written informed consent was obtained from the patient for publication of this case report, including accompanying images.
Histoplasmosis is a disease caused by the dimorphic fungus Histoplasma capsulatum, endemic to some regions of the world, including Southeast Asia (1) . The main route of infection is via the inhalation of spores from soils contaminated with bat and bird droppings. Although most infected patients are asymptomatic, immunocompromized individuals or older people can develop localized or disseminated forms of the disease. Notably, the adrenal glands are involved in disseminated histoplasmosis, with bilateral adrenal involvement being common. 
